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Abstract 

Background:  People using maternity services in the United Kingdom (UK) have faced significant changes brought 
on by the COVID-19 pandemic and social distancing regulations. We focused on the experiences of pregnant women 
using UK maternity services during the pandemic and the impact of social distancing rules on their mental health and 
wellbeing.

Methods:  We conducted 23 qualitative semi-structured interviews from June 2020 to August 2021, with women 
from across the UK who experienced a pregnancy during the pandemic. Nineteen participants in the study carried 
their pregnancy to term and four had experienced a miscarriage during the pandemic. Interviews took place remotely 
over video or telephone call, discussing topics such as mental health during pregnancy and use of UK maternity ser-
vices. We used reflexive thematic analysis to analyse interview transcripts.

Results:  We generated six higher order themes: [1] Some pregnancy discomforts alleviated by social distancing 
measures, [2] The importance of relationships that support coping and adjustment, [3] Missed pregnancy and parent-
hood experiences, [4] The mental health consequences of birth partner and visitor restrictions, [5] Maternity services 
under pressure, and [6] Lack of connection with staff. Many participants felt a sense of loss over a pregnancy experi-
ence that differed so remarkably to what they had expected because of the pandemic. Supportive relationships were 
important to help cope with pregnancy and pandemic-related changes; but feelings of isolation were compounded 
for some participants because opportunities to build social connections through face-to-face parent groups were 
unavailable. Participants also described feeling alone due to restrictions on their partners being present when access-
ing UK maternity services.

Conclusions:  Our findings highlight some of the changes that may have affected pregnant women’s mental health 
during the COVID-19 pandemic. Reduced social support and being unable to have a partner or support person pre-
sent during maternity service use were the greatest concerns reported by participants in this study. Absence of birth 
partners removed a protective buffer in times of uncertainty and distress. This suggests that the availability of a birth 
partner or support person must be prioritised wherever possible in times of pandemics to protect the mental health 
of people experiencing pregnancy and miscarriage.
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Background
Pregnancy is a significant life stage tied to events that can 
affect mental health and wellbeing [1]. Relationship diffi-
culties, [2] childcare responsibilities, [3] long-term health 
conditions, [4] financial hardship, [5] stressful life events, 
[6] and natural disasters, [7] can also contribute towards 
maternal mental ill health. Many women experience pro-
found changes in their identity, self-concept, and sense of 
meaning during parenthood [8]. They may also experi-
ence complex emotions such as shame and guilt, [8] which 
makes the availability of appropriate support during this 
life stage so important. Up to 63% of new mothers are esti-
mated to experience symptoms of depression after child-
birth, [9] with 10–15% experiencing symptoms sufficient 
for a diagnosis of postnatal depression [10]. The health and 
wellbeing of mothers during pregnancy is a critical public 
health issue as this period can pave the way for long-term 
health outcomes for parents and their children [11].

When the World Health Organization declared coro-
navirus disease 2019 (COVID-19) a pandemic in March 
2020, [12] the UK government advised people who were 
pregnant to take extra caution to protect themselves 
from infection [13]. The National Health Service (NHS) 
also classified pregnant women as “clinically extremely 
vulnerable” to the effects of COVID-19, [14] and subse-
quently implemented a number of precautionary changes 
in maternity service provision [15]. The NHS is a UK-
based healthcare system, which offers publicly funded 
care to people residing in the UK requiring maternity 
services; however, patients can also opt to use private 
healthcare services that are paid for via alternative means, 
if preferred. The biggest changes to NHS maternity care 
during the pandemic included appointment cancella-
tions, two-metre social distancing during face-to-face 
appointments, birth partner restrictions, and limiting the 
number of visitors during intrapartum care [16]. Changes 
in maternity care service provision varied around the 
world in response to setting-specific policies and patient 
demand, [17] and it is important to thoroughly investi-
gate the impact of these changes in each of these contexts 
so that people using maternity services are appropriately 
supported in the aftermath of the pandemic.

Experts warned early on that steps taken to reduce the 
risk of virus transmission from mothers with confirmed 
or suspected COVID-19 to their newborns may have 
indirect health consequences, [18] such as difficulties 
with lactation and reduced parent-child bonding [16, 19]. 
Emerging research has found increases in depression, 
anxiety and loneliness amongst women in the perinatal 

period during the pandemic [20] and an experience of 
miscarriage may place people at potentially higher risk 
of these symptoms [21]. Health service changes due to 
the pandemic (such as missed appointments or cancelled 
services) have been found to be significantly associated 
with trauma symptoms, depression, anxiety and loneli-
ness [22]. Karavadra et  al. (2020) found many women 
were concerned about remote antenatal appointments, 
partner visiting restrictions, and rapidly changing rules 
that affect health service provision [23]. In a qualitative 
interview study that explored barriers to healthcare seek-
ing, specifically among women during the first UK lock-
down in March 2020, authors found that women delayed 
seeking care due to fears of COVID exposure, negative 
media reports, and influence of social contacts [24]. Basu 
et  al. (2021) also found that people experiencing preg-
nancy had concerns with changes in delivery plans and 
about the risk of their newborn being diagnosed with 
COVID-19 [22].

While quantitative data suggests that there have been 
increases in psychological distress for people experienc-
ing pregnancy during the pandemic, [22] limited quali-
tative evidence has been published on why women may 
have experienced a decline in their mental health during 
this time. One qualitative study identified increased feel-
ings of isolation and difficulties accessing breast-feeding 
and parenting support [3]. However, this study focused 
specifically on the postpartum period and experiences of 
women who had given birth, either before or during the 
very early stages the pandemic. Furthermore, this did not 
include the views of women experiencing a miscarriage 
during the pandemic. In the current research, we aimed 
to learn more about changes across the COVID-19 pan-
demic that may have contributed to a decline in mental 
health and wellbeing amongst pregnant women. We did 
this by exploring how the pandemic has affected preg-
nant women’s mental health, wellbeing, and subjective 
experiences.

Methods
Study design
The research forms part of a larger mixed methods 
research project, which commenced in March 2020, 
called the Covid Social Study (CSS) [25]. The project 
was designed to evaluate the social and mental health 
impact of the Covid-19 pandemic (https://​www.​covid​
socia​lstudy.​org/). For this current study, we deployed a 
qualitative research design using semi-structured inter-
views to elicit the perspectives of 23 women using UK 
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maternity services during the COVID-19 pandemic. We 
obtained ethical approval prior to undertaking the study 
from the University College London Ethics Committee 
(Project ID: 14895/005).

Recruitment
We recruited a convenience sample of participants by 
circulating advertisements through social media (i.e., 
Twitter), a study newsletter (reaching around 3000 peo-
ple), and personal contacts. Interested people contacted 
the research team to register for the study. AM or AB 
responded with further information and a screening 
questionnaire. We did not record response rates. Every-
one who registered their interest had the opportunity to 
ask questions before joining the study. Eligibility crite-
ria included being 18 years or older, having experienced 
a pregnancy and accessed UK maternity services dur-
ing the pandemic, and being able to speak English suffi-
ciently to read and understand the study information and 
informed consent forms.

In considering our focus on a study population where 
demographic factors can have important implications 
for participant experiences, [26] we opted to use pur-
posive sampling strategies during study recruitment, 
whereby we screened participants in attempt to ensure 
demographic diversity within the group. The factors of 
interest during study recruitment known to affect preg-
nancy outcomes included maternal age, education level, 
[27] and ethnicity [28–30]. In addition to this, given the 
potential mental health impact of miscarriage among 
people experiencing pregnancy, [31] we also invited 
participants to take part based on having experienced a 
pregnancy and using UK maternity services during the 
pandemic, rather than having given birth and carrying to 
term alone.

Procedure
Interviewers (authors AM, AB) were female, PhD-level, 
qualitative health researchers with training in conducting 
research with people experiencing mental health prob-
lems. Participants completed their interviews from June 
2020 until August 2021 (three interviews were conducted 
in 2020, 18 were conducted from early to mid-2021, and 
two were conducted from mid to late 2021). We offered 

participants a remote, one-off interview via telephone 
or online video call. All interviews were conducted one-
to-one between the participant and interviewer. Partici-
pants provided written informed consent before taking 
part and completed a demographics form. Interviews fol-
lowed a topic guide (see Supplementary file) based on our 
research group’s existing CSS work on the mental health 
impact of the pandemic [32, 33]. We added several addi-
tional open-ended questions designed to elicit responses 
on pregnancy experiences during the pandemic, as well 
as the impact the pandemic on mental health, wellbeing, 
access to support and social lives (Table 1).

Data analysis
Audio files from participant interviews were transcribed 
verbatim by a third-party transcription service. AB and 
AM checked transcripts for accuracy and anonym-
ity before importing into Nvivo version 12 [34]. AM 
led on data analysis, incorporating reflexive thematic 
analysis (RTA) techniques [35, 36] informed by critical 
realist ontology, [37] whereby we focused on semantic 
descriptions presented in the text rather than possible 
underlying meanings [38]. First, AM and AB indepen-
dently coded three transcripts and met to discuss issues 
of importance identified. This step was carried out to 
develop a more nuanced and contextualised approach 
for interpreting and coding the transcripts. Codes were 
grounded in the data rather than being based on a pre-
existing theory or structure. The lead author (AM) read 
all remaining transcripts and then coded these with a 
focus on concepts relevant to the research question, 
rather than line-by-line coding of all interview data [36]. 
AM generated themes and subthemes with input from 
co-authors (AB and DF). For additional feedback during 
the analysis stage, the preliminary findings were also pre-
sented to the CSS qualitative research team, a group of 
researchers who have used RTA to analyse previous work 
on the mental health impact of the pandemic among spe-
cific groups [39–41]. We have selected illustrative quotes 
to demonstrate each subtheme; several have been short-
ened for clarity with full length and supporting quotes 
presented in Supplementary file 2.

Table 1  Topic Guide Examples

Questions

1. Can you tell me more about your experience of pregnancy during the COVID-19 pandemic?

2. Have your experiences of pregnancy/becoming a new mum during the pandemic had any impact on your mental health/wellbeing?

3. What has been the impact on any other services or groups you would have otherwise used? (e.g. NCT or support groups for pregnant women)

4. Did you have any specific worries about your pregnancy because of the pandemic?
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Results
Participant characteristics
We recruited 23 participants who experienced a preg-
nancy and used UK maternity services during the 
COVID-19 pandemic (Table  2). Six participants said 
they used some form of private health services during 
the pandemic, including antenatal classes, prenatal test-
ing, and pregnancy scans. Most participants described 
themselves as married and living with their partner. All 
participants identified as female. Sixty-five percent of 
participants were first-time parents. Four participants in 
total had experienced miscarriage during the pandemic, 
one of whom later gave birth to their first child in the sec-
ond year of the pandemic. Sixty-one percent of partici-
pants identified as White British. Eight participants had 
a diagnosed pre-existing mental health condition, includ-
ing premenstrual dysphoric disorder, depression, and 
anxiety. Two participants were experiencing post-natal 
depression and anxiety at the time of their interview. 

Three participants had a pre-existing physical health con-
dition, including a mobility condition, skin condition, 
and polycystic ovarian syndrome.

Thematic analysis
We generated six themes during the analysis about the 
mental health impact of pandemic-related experiences 
among pregnant women in the UK (Table 3). Some of the 
emotions reported by participants corresponded to their 
experiences during pregnancy or postpartum specifically, 
and others spanned across all stages of pregnancy and 
parenthood. No experiences were universal, and we have 
attempted to capture these nuances within the following 
discussion of themes and subthemes.

Some pregnancy discomfort alleviated by social distancing 
measures
Most participants described some benefits during their 
pregnancy and parenthood that were associated with 
social distancing restrictions arising from the COVID-19 
pandemic.

Avoidance of unwelcome attention from others  Social 
isolation measures meant some participants were able to 
experience changes in their body during pregnancy with-
out the unwanted gaze, touch, or commentary of other 
people. One participant described feeling uncomfortable 
during a previous pregnancy when people touched her 
stomach. The requirement to physically distance from 
other people meant no one touched her without her 
expressed permission.

“I did not see anybody; nobody touched my bump. I 
remember being driven insane in my first pregnancy. 
Because my manager, who is very lovely … Used to 
touch my bump, every time she saw me, without ask-
ing.” P7, aged 35–40, 2nd baby

Social distancing regulations also meant that partici-
pants could avoid uncomfortable social encounters 
with others: “It’s been nice not to have unsolicited vis-
its, so that’s one pro of it.” At other times, participants 
were able to avoid unwelcome discussions about the 
early stages of their pregnancy, and rather, initiate 
these conversations at their own pace when they felt 
comfortable.

“ … especially when you’re not telling people that 
you’re pregnant, to be able to just do that and never 
have to tell someone I wasn’t drinking because I 
didn’t see anyone, so that was great.” P5, aged 30–34, 
no children, with experience of miscarriage during 
pandemic

Table 2  Participant characteristics

Note. Two participants identified as Mixed Race and specified their ethnic group 
as “White and Black Caribbean” and “White and Asian”

Demographic factors n = 23

Age bands
  20–29 1

  30–34 11

  35–39 11

Number of children
  0 3

  1 15

  2 4

  3 1

Ethnicity
  White British 14

  Mixed Race* 5

  White Other 3

  Black African 1

Education
  Postgraduate 17

  Undergraduate 4

  A-levels 2

Employment
  Fulltime 17

  Self employed 4

  Part time 1

  Home maker 1

Living situation
  With partner/spouse and children 19

  With partner/spouse 2

  With partner/spouse, children and other family 1

  With housemates 1
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Some participants described this as helpful, particularly 
by participants with pre-existing anxiety, high-risk preg-
nancy, and history of miscarriage.

“I think in a way not being able to see people has 
helped me a little bit. I think there have been times 
when I’ve been really, really low in the last year and 
a half and it’s been nice not to have to go and pre-
tend that I’m all right … it’s been really nice not see-
ing anyone and just keeping it low key.” P22, aged 
35–40, 1st baby + miscarriage during pandemic

Better management of health and wellbeing through stay-
ing at home  With the exception of those who were 
working in frontline healthcare and keyworker roles, the 
introduction of lockdown measures meant many partici-
pants worked from home during their pregnancy. This 
change in routine meant that most participants said they 
felt better equipped to manage the tiredness and nausea 
they experienced during early pregnancy.

“I would throw up and then I would just carry on … 
And I was thinking, if it had been normal times, I 
would have had to take loads of time sick, off work, 
because I wouldn’t have been able to face getting on 
a train.” p12, aged 35–40, 1st baby

Some participants reported that being at home dur-
ing lockdown resulted in noticeable health benefits. For 
example, they said they benefitted from not becoming 
sick with seasonal illness, as they might normally have 
done throughout the year.

“There was some benefits to social distancing, and 
like I said, we all benefited in terms of not getting 
sick.” P7, aged 35–40, 2nd baby

Health improved for some during their pregnancy 
because they were able to exercise and relax while iso-
lating with their partner at home. This meant reduced 
worry about concerns such as the risk of COVID-19 to 
the health of their baby.

“I would say on the pregnancy, I think it had a 
positive impact on my mental health. I think that 
I always would have been anxious, I always would 
have been anxious about the health of the baby, 
but the fact that I could work from home and that 
I could exercise every day, and I could eat my own 
food, in my own house, and that I didn’t have to go 
anywhere.” p12, aged 35–40, 1st baby

Importance of relationships that support coping 
and adjustment
Having supportive interactions with social contacts  was 
described as having a pronounced impact on the men-
tal health and wellbeing of participants in the study, and 
the absence of support contributed to further feelings of 
loneliness and isolation during the pandemic.

More time to build a connection as a family  Lockdown 
restrictions meant that participants were able to spend 
more time with their partners and children that they may 
not have previously had the opportunity due to short 
parental leave allowances.

Table 3  Summary of themes and subthemes

Stage of Pregnancy Theme Subtheme

Pregnancy 1. Some pregnancy discomfort alleviated by social 
distancing measures

1.1 Avoidance of unwelcome attention from others
1.2 Better management of health and wellbeing through 
staying at home

Pregnancy and Parenthood 2. Importance of relationships that support coping and 
adjustment

2.1 More time to build a connection as a family
2.2 Benefits of the support bubble system
2.3 Importance of parent groups for support

3. Missed pregnancy and parenthood experiences 3.1 Grief for a missed pregnancy experience
3.2 Sadness that pregnancy and parenthood could not be 
shared with others

Birth 4. Mental health consequences of birth partner and 
visitor restrictions

4.1 Upset about partners being excluded from healthcare 
interactions
4.2 Stress of decision making and help seeking without 
partners present

Across the care pathway 
(pregnancy, birth and 
postnatal)

5. Maternity services under pressure 5.1 Emotional impact of delays and staff shortages
5.2 Lack of clarity around social distancing rules within 
healthcare settings

6. Lack of connection with staff 6.1 Communication difficulties
6.2 Prevention of touch due to COVID-related restrictions
6.3 Disruptions to continuity of care
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“I mean the only one positive thing for me out of 
this whole COVID thing … Was that I could spend 
time, I got to spend a lot of time with my children 
at this age where they’re talking and really engag-
ing. Because maternity leave you have the baby and 
then you go back to work when all the exciting stuff 
starts to happen. So, it was really nice to be at home 
and spend that time with the children. Because you 
would never get that opportunity again.” P3, aged 
35–40, 3rd baby

Participants said that this extra time together helped 
families to re-evaluate their priorities and for some, cre-
ated a sense of achievement over having bonded during a 
time of uncertainty and upheaval.

“It has made us reassess what’s important and nei-
ther me or my husband think that we’re ever going 
to go back to work in an office full time. He might go 
maybe three days a week, I might go two. It makes it 
cheaper for nursery.” P6, aged 35–40, 1st baby

Social distancing regulations during pregnancy meant 
participants had more time to spend at home with a part-
ner, which in turn, benefited their mental health and well-
being by increasing feelings of perceived social support.

“The lockdown and the pandemic has meant that 
my partner’s working from home, and the support 
that he provides me, I wouldn’t have had if he was 
at work. So, swings and roundabouts, I guess, a 
little bit, in terms of not getting support, maybe, 
from my wider social network, but having the sup-
port of my partner has been invaluable.” P13, aged 
35–40, 1st baby

Benefits of the support bubble system  Prior to intro-
duction of the “support bubble” system in the UK, some 
participants described feeling stressed about increased 
childcare responsibilities and household duties, leading 
to frustration about social distancing restrictions.

“It just seemed incredibly unfair that my husband 
was allowed to go to work, we had a new baby, and 
go and do all of these dangerous thing. But I couldn’t 
have my mum round for a coffee to help me out.” P3, 
aged 35–40, 3rd baby

One participant described her experience after a miscar-
riage, where she felt further isolated by social distancing 
restrictions. She had decided to see a friend face-to-face 
before the bubble system was introduced, out of a per-
ceived need for emotional support.

“One of my friends who had actually had a mis-

carriage herself a few weeks earlier did come over 
and dropped off some medication and sat with me 
in the garden and had a chat. Which I don’t know 
if that was technically allowed then but I wasn’t 
really thinking about that.” P5, aged 30–34, no chil-
dren, experience of a miscarriage during pandemic

The introduction of the “support bubble” system in the 
UK was described as a “lifeline” that made “a huge differ-
ence” to the mental health of those who needed the sup-
port of close friends and family members.

“From December, the rules were that you could 
form a support bubble if you had a child under 1. 
And I just think that should have come in so much 
sooner ‘cause you just need that support … .” P9, aged 
35–40, 1st baby

Importance of parent groups for support  Most partici-
pants described parent groups as an essential source of 
support to cope with challenges during the pandemic.

“I was really lucky to attend a lockdown baby group 
at our children’s centre, so even, obviously, when we 
had the restrictions, at least that didn’t stop. So, that 
was good, being able to at least, to me, to just have 
that one-hour space to bounce off one another, which 
we did.” P11, 35–40, 1st baby

Although some parent groups had been cancelled, oth-
ers moved to remote delivery, including breastfeed-
ing classes, postnatal fitness, baby singing and sensory 
groups. Several participants said they joined Whatsapp 
groups through the National Childbirth Trust (NCT) 
during the pandemic. The ability to share ideas and 
receive support from group members in real time was 
described as invaluable.

“I ended up on a couple of WhatsApp groups of 
other mums and stuff … It’s just so helpful having 
other mums, especially at three in the morning when 
you’re having that, Baby has been up seven times. 
You’re like, ‘oh God, is this ever going to end?’ Just 
having somebody to talk to at three in the morning is 
really helpful.” P6, aged 35–40, 1st baby

Some participants, however, experienced online groups 
as unhelpful and found it difficult to build a sense of inti-
macy with other group members through a phone or 
computer screen.

“I did some of the things online, but most of it, I just 
thought, you know what, I’d rather be there in per-
son. Socially, not having those groups meant that my 
mental health was worse than it would have been, I 
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think, otherwise.” P13, aged 35–40, 1st baby

Many participants, particularly first-time mothers, were 
disappointed that they were unable to make new friend-
ships with other parents due to a lack of face-to-face 
group options.

“We did NCT over Zoom. I can’t say I found it that 
useful, I found it quite difficult to form the relation-
ships with the other people over Zoom.” P9, aged 
35–40, 1st baby

Missed pregnancy and parenthood experiences
Although participants reported benefits from some ele-
ments of the pandemic restrictions, such as being able 
to work from home with a supportive partner, there 
were also downsides to social distancing restrictions 
that participants said they found challenging. Many of 
these issues were more likely to be salient for first-time 
mothers.

Grief for a missed pregnancy experience  Many partici-
pants who were first-time parents said they had looked 
forward to pregnancy rituals like baby showers or shop-
ping for new items for their baby. They described disap-
pointment that they missed these experiences, which 
were seen as rites of passage, due to shop closures and 
stay-at-home orders.

“Weird little things that I was really quite looking 
forward to, like a baby shower. … pram shopping, 
it feels so superficial, but it’s actually quite a nice 
ritual to go through. It’s like going to pick out baby 
clothes and find the pram and look at cribs, we never 
really got to do that.” P6, aged 35–40, 1st baby

Some participants described sadness about “missing 
out on” a pregnancy experience that they had wanted or 
expected because of pandemic-related restrictions.

“I’ve waited 37 years to have a baby. I had one in 
the middle of a pandemic and all the normal things 
were taken away from me. I felt really sad about it, 
and scared.” P9, aged 35–40, 1st baby

Sadness that pregnancy and parenthood could not be 
shared with others  A number of participants said they 
felt sadness that important people in their lives missed 
physically seeing their pregnancy.

“I think it was quite hard, actually, being pregnant 
for the first time and then not seeing people, and 

people not seeing my bump growing and things like 
that. I think that was quite a big mental impact on 
me. And I think it felt like, I don’t know, it wasn’t 
happening, in a way. It was a bit strange. There were 
obviously pros to being at home, but I think not see-
ing people and not having that normal journey 
through your pregnancy, socially.” P15, aged 30–34, 
1st baby

Not being able to have people visit or to share the expe-
rience of being a new parent with others because of 
the pandemic contributed to feelings of sadness and 
loneliness.

“It kind of felt like a secret, being pregnant, ‘cause I 
didn’t see anyone, and no one apart from the medi-
cal staff and my parents saw me, and it’s kind of like 
everyone was so caught up in having to adjust with 
what’s around them and the evolving state of the 
world, that I kind of felt forgotten about.” P8, aged 
25–29, 1st baby

Some participants said they also felt disappointed that 
their baby missed seeing other people in their first weeks 
or months of life because of social distancing restrictions.

“I haven’t been able to meet up with my friends and 
family and share early motherhood with them. Our 
babies changed so quickly, don’t they, that I feel I’ve 
had to grieve on what I’ve missed out on and what 
he’s missed out on.“ P8, aged 25-29, 1st baby

Mental health consequences of birth partner and visitor 
restrictions
Being unable to use maternity services with a partner was 
unsettling or stressful for most participants in the study. 
The impact of a partner’s absence was described as one 
of the most salient points of their pandemic experience, 
as meaningful moments were lost and decision-making 
made more difficult.

Upset about partners being excluded from healthcare 
interactions  A majority of participants reported that 
their partners were unable to accompany them to some 
or all hospital appointments and described this at times 
as “stressful”, “difficult” and “traumatising”. This was espe-
cially so for participants in the late stages of pregnancy 
or experiencing miscarriage. The absence of a partner in 
times of distress meant that some participants missed 
moral support and sources of reassurance.

“I still had to go into the hospital [after miscarrying] 
but I would have to go in and go through that pro-
cess alone … The whole thing you’re going through 
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when your body is losing something as well, it’s so 
traumatic on your body... Going to the hospital then 
alone and being alone through that process and 
coming out of there alone … It just isolates the two 
of you even more which is the last thing you need 
really.” P22, aged 35–40, 1st baby + miscarriage 
during pandemic

Participants with high-risk pregnancies, previous mis-
carriage, or first-time parents were more likely to say 
that not having their partner present during scans was 
upsetting.

“From my perspective actually, it was just a bit lim-
ited in terms of face-to-face time, whereas for him 
there was nothing, he wasn’t involved essentially, 
that was probably the worst thing about it. It’s our 
first baby … ” P17, 30–34, 1st baby

Participants recalled that missing certain scans was more 
meaningful at particular stages of development than oth-
ers. For instance, learning about the sex of the baby, con-
firming absence of medical conditions (i.e., gestational 
diabetes) and hearing the heartbeat were described as the 
hardest appointments to experience alone. Some hospital 
staff tried to recreate this experience by allowing phone 
calls, video calls, and sound wave recordings to include 
partners remotely, as much as restrictions would allow.

“In some hospitals they weren’t allowed to tell you 
what sex the baby was, they couldn’t write it down 
or anything in case they contaminated the paper, 
they didn’t take that approach in our hospital. So, 
the guy that was doing my second scan, the 20-week 
scan, he did write down the baby’s gender so that we 
could open it together, so my husband then got to 
be there for that, so that was lovely.” P20, 35–40, 1st 
baby

Not all hospitals however permitted phone calls or 
recording for women to share the development of their 
baby with their partner remotely and many participants 
found this experience upsetting.

“I said, ‘can I ring my husband, whilst we’re in the 
appointment?’ And they were like, ‘you can’t video 
call’ … Okay, that’s weird, but if that’s what you 
want. They said, ‘can you confirm you’re not going 
to record us?’ … I remember being so insulted. Why 
would I record you, and even if I did, what skin is it 
off your nose?” P7, aged 35–40, 2nd baby

For some who had to wait alone in hospital for extended 
periods for active labour to begin, the absence of sup-
port and reassurance from their birth partner was 
disconcerting.

“That was really upsetting, being on the maternity 
ward myself, my waters breaking, getting really 
scared because they were doing a staff turnover 
when it all happened and I couldn’t get anyone’s 
attention … if he’d been there he could have gone off 
and got someone for me, and it was all just a blur 
really … And it’s such a traumatic thing for your 
body to go through isn’t it, giving birth, but, you 
just need your birth partner there.” P8, aged 25–29, 
1st baby

In some cases, parts of the birth were still missed by part-
ners because the labour progressed quickly, or members 
of staff were unavailable to facilitate birth partner entry 
to the ward.

“I’d been admitted to this observation ward. And 
then, because they didn’t have a midwife available, 
whether that is because of COVID or what, I couldn’t 
be put on the labour ward initially. I did a lot of it 
on my own, because he couldn’t come up.” P21, aged 
30–34, 1st baby

Some participants who stayed in hospital after the birth 
of their child reported feeling distressed by not being able 
to have birth partners or family visit. This was particu-
larly stressful for participants with pre-existing health 
conditions and post-birth complications.

“So, from the Monday onwards, I couldn’t have any 
visitors, so obviously, that was then challenging … 
my partner ended up outside the hospital, being told 
he couldn’t come in, which was very traumatising on 
both parts.” P11, 35–40, 1st baby

Stress of decision‑making and help seeking without part-
ners present  For those facing pregnancy complications, 
participants reported that digesting complex medical 
information and making decisions about the future was 
inhibited by not being able to have a support person or 
birth partner present during prenatal appointments.

“[The baby] had reduced movements once and I had 
to go into triage by myself. And then, when I was 
39 weeks and she wasn’t moving again, I had to go 
in and they were like, well, we would recommend 
induction. I had to go and find [my birth partner] 
outside in the hallway and have a conversation. He 
couldn’t be in there to talk to the doctor about a 
really pretty important decision that we had to take. 
I think he felt a little bit bulldozed by it. Because 
I’d heard all the information, but then, of course, I 
couldn’t really relay it.” P6, aged 35–40, 1st baby
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Several participants described feeling unable to advo-
cate for themselves during interactions with hospital 
staff without the support of a partner, contributing to 
increased feelings of vulnerability.

“ … not having your partner there for any of the 
antenatal clinics or any of the times I had to go into 
hospital for check-ups... I think that it was quite 
hard to make choices on things by myself. And quite 
hard to have a voice. And I think that your birth 
partner or your partner throughout the whole thing, 
it’s quite important to have them there for you to 
have that voice, because sometimes, when you’re in 
pain or you’re upset or you’re feeling a bit vulner-
able, you can’t actually articulate what you really 
need or what you want.” P15, aged 30–34, 1st baby

Consequently, several participants said they paid for 
private care (for services such as a pregnancy scan) or 
changed their birth plan to an elective c-section, in order 
to be able to have their partners present with them.

“I was really scared I’d be there for days on my own 
in pain without my husband, or that it would sud-
denly happen really quickly and he wouldn’t be 
there, and he’d miss the birth of the baby. So it was 
quite a major factor in me deciding to ask for a 
C-section.” P9, aged 35–40, 1st baby

The presence of birth partners on the postnatal ward was 
described as particularly important because they pro-
vided additional advocacy support and facilitated help-
seeking at times when participants felt overwhelmed, 
exhausted, or distressed on the wards.

“So, the whole, actual giving birth experience, the 
medical bit, was great, and then the post-natal bit 
was just awful, it was so horrible and frightening 
… I realised that I was hallucinating … I couldn’t 
sleep, because, not only was my baby awake, but all 
the others were, at various points, as well … on the 
second day my husband came to visit, I got him to 
go and say, look, my wife has mental health issues, 
please can you give her more support.” p12, aged 
35–40, 1st baby

Maternity services under pressure
Participants recognised the unprecedented circum-
stances that the pandemic placed on healthcare; how-
ever, some expressed frustration with standard elements 
of care they received (such as long wait times to receive 
follow-up support after giving birth) that were “exagger-
ated by the pandemic.”

Emotional impact of delays and staff shortages  Many 
participants felt the impact of COVID-related service 
disruptions acutely during pregnancy complications, 
experiences of miscarriage, and when giving birth.

“ … You can’t even sit in a waiting room with other 
people. You’re waiting for a slot to see somebody and 
they were all so busy in the hospital that you could 
be in a waiting room for such a long time on your 
own just waiting to be seen by someone.” P22, aged 
35–40, 1st baby + miscarriage during pandemic

Some described noticing that either staff were absent due 
to sickness or facing higher workloads than usual leading 
to some participant saying they felt uncared for.

“Lots of staff were off sick, and I think the hospital 
was in a state of chaos … the hospital were under a 
lot of stress, but it was just the post-natal stuff … the 
bit about caring for the baby, there was just no help 
at all, really.” p12, aged 35–40, 1st baby

Staff shortages from COVID, combined with birth part-
ner and visitor restrictions, meant that some participants 
felt a lack of support after childbirth.

“I was very disappointed by the level of care that 
was unfortunately provided to me, because it didn’t 
help that I couldn’t have anybody there, so there was 
just, obviously, me and baby, and I felt that the basic 
needs, like making sure that they’ve given me a bed 
bath, or support me to go and use the shower or sup-
porting me to get changed, or any of that, just didn’t 
happen, whatsoever.” P11, 35–40, 1st baby

Consequently, some worried that the antenatal care they 
were receiving was not of a standard they had expected, 
or that steps to protect their health or their baby’s health 
were being missed.

“I felt like, to some extent, they might not be follow-
ing up things they would normally follow up or per-
haps dealing with things with the same urgency that 
they normally would, because of COVID.” P15, aged 
30–34, 1st baby

At a time where many felt lonely, unsupported, and vul-
nerable, some participants said they felt guilty for asking 
staff for help or information.

“I remember contacting the assisted conception unit 
in the hospital and them saying, ‘it’s really difficult 
here, we’re short-staffed and we’ve got COVID hap-
pening, this is the emergency.’ So, you feel really bad 
about asking for support.” P22, aged 35–40, 1st baby 
+ miscarriage during pandemic
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Lack of clarity around social distancing rules within 
healthcare settings  Several participants described inter-
actions with hospital staff where COVID-related rules 
were unclear or implemented inconsistently at various 
points along the care pathway.

“I went by myself, and the entrance, it said, if this is 
your first appointment at the foetal medicine unit, 
your husband can come, your partner can come. I 
asked them, can my partner come? They were, ‘we 
don’t know, they keep changing the rules, none of 
us has got any idea.’ So, they went and asked, and 
in the end they were like, just send him up.” P7, aged 
35–40, 2nd baby

Several aspects of maternity service care, including lack 
of clarity about the hospital social distancing rules and 
absence of partners for support, meant many participants 
went to additional lengths to gather information and 
advocate for their wants and needs during appointments.

“I think there was some confusion with the doctors 
and the nurses around what the policies were, not 
that they told me that, but that’s what I felt. And 
then, when I had more of an understanding of what 
the policies were, when I was a bit more, like, ‘this is 
what I’m allowed to do,’ then I think they gave in a 
bit more.” P13, aged 35–40, 1st baby

Lack of connection with staff
The subject of connection was discussed in relation to 
trust, touch, and support from staff, almost interchange-
ably by some of the participants in the study. These fac-
tors were described as important because this seemed to 
influence their level of satisfaction with care received.

Communication difficulties  Participants reported some 
communication difficulties with staff during their inter-
actions with maternity services. Several participants said 
they found it difficult to communicate with healthcare 
staff whilst wearing personal protective equipment (PPE) 
during appointments.

“That was really weird, and just going in with masks 
and seeing the doctors and the nurses through 
masks, that was all really weird. I’m quite a social 
person and I chat, it just made it all a lot more dif-
ficult.” P13, aged 35–40, 1st baby

Some participants felt that they did not receive the same 
quality of maternity service care during the pandemic 
compared to pre-pandemic times. This was a concern 

as some participants felt elements of their care might 
be missed due to remote consultations, particularly for 
those having their first child and uncertain of what to ask 
for, or unsure what was considered “normal.”

“And I know that, normally, the health visitors 
would see you once a month … that is something 
that I really felt was quite a worry for me, especially 
in the beginning, because my son was premature and 
I was concerned about his weight and concerned 
about just lots of things developmentally. And I 
think just having a phone call about that was quite 
concerning.” P15, aged 30–34, 1st baby

Many found it difficult to “build a relationship” and 
gain “reassurance” from midwives and consultants over 
the phone. Participants with pre-existing mental health 
concerns, pregnancy-related anxiety, and experiences 
of miscarriage and pregnancy complications were more 
likely to say the lack of face-to-face care was a source of 
concern.

“The pregnancy didn’t show very visibly on me … I 
had no bump at all, really, for about five and a half 
months. So, I was always quite anxious, ‘is the baby 
developing properly?’ … because all the midwife 
appointments were on the phone, it was probably 
only about five months in, where I actually got meas-
ured, and they were like, oh, yes, that’s fine.” p12, 
aged 35–40, 1st baby

Several participants said that health issues for themselves 
and their baby were missed because of a lack of face-to-
face appointments and physical examinations during 
COVID-restrictions.

“Post-natal, I think it’s a six-week check for mum. 
That didn’t happen in person, and that was, for me, 
a really big issue, because my C-section scar was 
infected … nobody was able to check it after, to make 
sure that it was okay, and it would have normally 
happened at the six-week appointment. But because 
that happened over the phone, they weren’t able to 
have a look at it. So, I think that was, personally, 
that should have been an appointment that hap-
pened face-to-face.” P13, aged 35–40, 1st baby

Prevention of touch due to COVID‑related restric-
tions  Due to COVID-restrictions, participants reported 
that many healthcare staff were unable to provide hands-
on care. Experiences of staff being unable to touch par-
ticipants and their babies had an impact on how partici-
pants felt about their level of care on the postnatal ward 
and beyond.
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“I think it was just difficult in terms of, some of the 
midwives in the hospital, the advice is not to touch 
the babies so much. And I think when we were at 
home, you’ve still got someone coming in, and wear-
ing a mask. It couldn’t be as personal, maybe, or 
interactive as what it might have been.” P22, aged 
35–40, 1st baby + miscarriage during pandemic

The rules around lack of touch were particularly upset-
ting for participants staying on the postnatal wards. 
When staff were unable to provide one-to-one physi-
cal care, coupled with birth partner visiting restrictions, 
many participants felt unsupported, stressed and alone.

“[My baby] was crying, and none of the nurses were 
able to pick him up. I was pulling on my trousers, 
and I had him in my hand, and I couldn’t even pass 
him over to a doctor, to anyone, so I had to put him 
back in the buggy, and he was crying, I was trying to 
change. It was just complete madness, and you could 
see that the nurses were looking at me, quite sym-
pathetic, but they couldn’t do anything.” P13, aged 
35–40, 1st baby

Disruptions to continuity of care  Pandemic-related 
pressures on the health service affected continuity of care 
and participants said that this compounded their feelings 
of being alone, particularly for first time parents and par-
ticipants with a high-risk pregnancy.

“I had to tell my story every time, that was just 
really distressing, and none of them read the notes 
in advance … I cannot describe how stressful my 
pregnancy was, and it was definitely compounded 
by having no-one hold my hand through it. And of 
course, now, they’ve got a policy of the same midwife 
for the whole pregnancy. And I’ve seen that come 
a bit out of the pandemic, and a bit out of people’s 
feedback in general.” P7, aged 35–40, 2nd baby

The impact of frequent staff changes, and lack of staff 
availability meant that some participants felt less sup-
ported than if they had seen the same health professional 
throughout their pregnancy.

“I rarely saw my actual, my allocated midwife. Each 
time I went, it was someone different … I couldn’t 
build that rapport when it’s not the same person 
every time. So, yeah that was tough.” P8, aged 25–29, 
1st baby

As the pandemic progressed and some services adjusted 
their practices to balance patient care and pandemic 
restrictions, being able to see the same member of staff 
helped to build trust and increase feelings of reassurance.

“I would say from 36 weeks onwards, I was seeing 
a midwife nearly every week, and I was seeing the 
same midwife, and that really made a difference, 
with a student, who was really good as well. I felt 
far more supported, because I was like, I’m seeing, I 
know the midwife’s name, I’m going to her next week, 
I’ll save up this question. She’s making sure that eve-
rything’s okay, she’s feeling the baby move, listening 
to his heartbeat, all that kind of stuff, and I felt far 
more assured.” P4, 30–34 1st baby

Discussion
Since the start of the COVID-19 pandemic, some of the 
social distancing restrictions implemented in maternity 
services have now been critiqued for lacking evidence 
[42] and conflicting with human rights, [43] such as the 
separation of parents and new-borns. In this study, we 
explored how social distancing restrictions affected the 
mental health and wellbeing of women experiencing a 
pregnancy and accessing UK maternity services dur-
ing the COVID-19 pandemic. This avenue of enquiry is 
essential for helping to improve policy responses regard-
ing maternity care for future pandemics and emergen-
cies. Aligned with existing research, the participants in 
our study shared concerns about reduced social contact 
and support, [3, 44] as well as feelings of loneliness and 
isolation throughout their pregnancy, [45, 46] all of which 
were exacerbated by the pandemic and associated restric-
tions. Isolation was experienced by participants in our 
study at multiple points along the antenatal care pathway. 
This included having continual remote consultations with 
pre- and postnatal care staff, being unable to see the same 
members of staff during their pregnancy, staff not being 
able to provide physical hands-on care after the birth and 
being unable to have birth partners present during ser-
vice use.

At the start of the pandemic, experts recommended 
precautions to reduce the risk of COVID exposure during 
antenatal visits, including offering women with uncom-
plicated pregnancy remote appointments [16]. While 
remote healthcare appointments may have increased 
access to healthcare among some groups during the 
pandemic, offering appointments remotely in the future 
is not likely to be a preference reported by all, particu-
larly for those with serious health concerns [47]. Quali-
tative research interviews conducted in Canada suggest 
that women may prefer virtual postnatal care because it 
helps to regulate their family routine, reduce stress and 
save on expenses associated with travel to consultations 
[48]. However, for participants in our study experienc-
ing a first pregnancy, pregnancy complications or a pre-
existing health condition, compulsory remote care was a 
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source of great concern, leading to feelings of uncertainty 
and increased stress.

Participants in our research described the psychosocial 
impact of restricted interactions with maternity care staff 
because of the pandemic, including staff being prevented 
from delivering “hands-on” care around their new-born 
babies. When significant practice changes such as these 
are implemented as they have been during the COVID-
19 pandemic, [42] midwives and other maternity care 
professionals could be at risk of moral injury from hav-
ing to uphold changes in care that conflict with their ethi-
cal values [49, 50]. Additionally, participants in this study 
described feeling a lack of connection between themselves 
and their midwives due to social distancing requirements, 
which is important because this can prevent feelings of 
mutual trust and empowerment [51]. For participants in 
our study with high-risk pregnancies who may have been 
more vulnerable to isolation, fear, and grief, [52] rela-
tionships with health professionals were reported to be 
especially important. Factors such as lack of trust and con-
tinuity of care have been reported by women prior to the 
COVID-19 pandemic when using UK maternity services 
[53], but our findings highlight how these feelings were 
exacerbated by COVID-related restrictions. This included 
mandatory use of PPE, remote appointments, limitations 
to physical care, and staff shortages.

Participants in our study described the various ways in 
which their social ties were cut due to social distancing 
restrictions and pandemic-related cancellations in parent 
groups and community services. These restrictions and 
cancellations compounded feelings of loneliness and iso-
lation and ultimately mental health and wellbeing. Taken 
together with existing research, [54, 55] these findings 
highlight the importance of accessibility to peer support 
groups for parents in times of pandemics. Introduction 
of the “support bubble” system whereby one household 
could form a support network with one other house-
hold [56] was a key change in social policy that brought 
about noticeable differences for participants struggling 
with isolation, miscarriage, new motherhood, childcare 
demands, and adverse mental health. For other groups 
beyond the current study, including domestic abuse sur-
vivors [57] and parents with young children, [58] many 
have also gained important sources of social support 
resulting from this policy. However, announcing the sup-
port bubble system to people earlier could have helped 
to mitigate some of the difficulties reported in this study.

Social distancing regulations have been emotionally 
challenging for many different groups within the gen-
eral population [59, 60], and participants in our study 
reported aspects of their social distancing experience 
during the pandemic that threatened their mental health 
and wellbeing. However, there were pandemic-related 

changes that were also helpful and meaningful. For those 
in the early stages of pregnancy, being required to stay at 
home helped them to feel safe from the virus and better 
able to manage their pregnancy symptoms. It is notable 
that some participants reported having to take less time 
off due to being able to work and manage their symptoms 
better from home, suggesting that more flexible policies 
on working from home during pregnancy could reduce 
sick days amongst pregnant people in the future. The 
women in our study said that having partners at home 
at the same time during their pregnancy also supported 
feelings of wellbeing by increasing access to practical and 
emotional support. A consistently reported finding is the 
strengthening of families [3] and relationships [46] under 
lockdown restrictions, but we found this connection also 
helped families make decisions about their future and 
feel more stable in times of great uncertainty during the 
pandemic.

Strengths and limitations
Owing to in-depth qualitative interviewing methods and 
a data collection period that spanned three national lock-
downs, we were able to present a wide range of detailed 
experiences throughout the various stages of the COVID-
19 pandemic in the UK. We used recruitment strategies 
to ensure variability of experiences within our group of 
participants, to increase the likelihood of the transfera-
bility of our findings to other settings [61]. We spoke with 
participants who had high risk and low risk pregnancies, 
and varying caring responsibilities during the pandemic, 
which allowed us to focus on some of these nuanced 
differences within the group during our study. Remote 
interview methods meant that people from across the 
UK could take part in the study; however, those with-
out access to the internet may have been inadvertently 
excluded from taking part. Although we attempted to 
sample a wide range of demographic characteristics 
to explore the impact of these factors on experiences 
of pregnancy during the pandemic, our sample was 
restricted to married women, who were highly educated, 
in fulltime employment and aged mostly over 30, with 
some suspected but no confirmed COVID-19 diagnosis. 
Consequently, we were unable to “compare and contrast” 
the cases presented here as we might have been able to, 
had the sample been more demographically diverse [62]. 
Characteristics such as gender identity [63], marital sta-
tus, age, ethnicity and socioeconomic group [64] can 
compound experiences of isolation and marginalisation 
in pregnancy, and warrant additional focus. We recom-
mend future researchers explore the impact of pan-
demic-related changes among women who experience 
multiple forms of marginalisation, as these communities 
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were disproportionately impacted by COVID-19 policy 
responses [65].

Conclusions
Our findings highlight aspects of care that must be taken 
into consideration in pandemics, emergencies or disaster-
related situations, in order to protect the mental health 
of people experiencing pregnancy and miscarriage. Some 
service adaptations during the pandemic have been cri-
tiqued for being overly cautious, with more nuanced 
approaches to antenatal care needed in the future [15]. 
Specifically, availability of a birth partner or support per-
son must be permitted where possible, as these restric-
tions brought about the most distress and uncertainty for 
women in our study. Further, support bubbles not just 
post-birth but during pregnancy should be explored as a 
priority to provide adequate support with mental health, 
physical symptoms tied to early pregnancy, and high-
risk pregnancies. Pregnant women in this study said they 
experienced a loss of social support and access to par-
ent groups during the COVID-19 pandemic, which had 
a detrimental impact on their mental health and wellbe-
ing, so more development of online or socially distanced 
support groups could help to address this issue in the 
future. The pandemic also placed additional pressures on 
the delivery of maternity services and many participants 
reported dissatisfaction with aspects of standard care 
that were exacerbated by social distancing restrictions. 
Further work is needed to explore the experiences of 
maternity staff during the COVID-19 pandemic, to iden-
tify what further support they feel is needed for delivery 
of maternity services in the future, as we move beyond 
the pandemic.
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